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ABSTRACT 

Objective: To determine the implementation of 
National Institute for Health and Care Excellence 
guidance (NICE CG83) for posthospital discharge 
critical illness follow-up and rehabilitation programmes. 
Design: Closed-question postal survey. 
Setting: Adult intensive care units (ICUs) across the 
UK, identified from national databases of organisations. 
Specialist-only and private ICUs were not included. 
Participants: Senior respiratory critical care 
physiotherapy clinicians. 

Results: A representative sample of 182 surveys was 
returned from the 240 distributed (75.8% (95% CI 
70.4 to 81.2)). Only 48 organisations (27.3% (95% CI 
20.7 to 33.9)) offered a follow-up service 2-3 months 
following hospital discharge, the majority (n=39, 
84.8%) in clinic format. 12 organisations reported 
posthospital discharge rehabilitation programmes 
(6.8% (95% CI 3.1 to 10.5)), albeit only 10 of these 
operated on a regular basis. Lack of funding was 
reported as the most frequent (n=149/1 64, 90%) and 
main barrier (n=99/156, 63.5%) to providing services. 
Insufficient resources (n=71/164, 43.3%) and lack of 
priority by the clinical management team (n=66/164, 
40.2%) were also highly cited barriers to service 
delivery. 

Conclusions: NICE CG83 has been successful in 
profiling the importance of rehabilitation for survivors 
of critical illness. However, 4 years following 
publication of CG83 there has been limited 
development of this clinical service across the UK. 
Strategies to support delivery of such quality 
improvement programmes are urgently required to 
enhance patient care. 



Correspondence to 

Bronwen Connolly; 
bronwen.connolly@nhs.net 



INTRODUCTION 

Intensive care unit (ICU) admission with crit- 
ical illness can have catastrophic and often 
long-term consequences for survivors. 
Physical and psychological impairments 
including reduced exercise capacity and 
health-related quality of life can persist for 
many years following hospital discharge. 1-4 



Strengths and limitations of this study 



This is the largest and most comprehensive 
survey conducted across the UK of posthospital 
discharge follow-up and rehabilitation for survi 
vors of critical illness. 

Data from this survey indicate a low-reported 
prevalence of available services, with barriers to 
service implementation reported by clinicians 
examined in detail. 
This survey was profession specific, directed 
only to physiotherapy clinicians rather than mul 
tiple members of the interdisciplinary team. 
Specialist-only and private organisations were 
excluded, which may have provided additional 
potentially beneficial data. 



These features are now referred to as the 
'postin tensive care syndrome'. 5 In recent 
years the importance of survivorship, or 
quality of survival, has been increasingly 
recognised, 6 and the role of rehabilitation 
interventions to facilitate the recovery 
pathway of patients has become a major focus 
for the clinician. 7 

In the UK, the National Institute of Health 
and Care Excellence (NICE) in 2009 pub- 
lished clinical guideline 83 (CG83) focused 
on 'Rehabilitation After Critical Illness' 
(available at http://publications.nice.org.uk/ 
rehabilitation-after-critical-illness-cg83) . This 
profiled the importance of this area of clinical 
practice aiming to improve the standards of 
care and previously unmet clinical needs of 
this patient group. NICE CG83 advocated a 
continuum of multidisciplinary rehabilitation 
along the recovery pathway from within the 
ICU to the ward and following hospital 
discharge, although these recommendations 
were largely based on expert consensus 
due to the lack of published evidence. 8 
Specifically, at the point of hospital discharge, 
it is recommended that patients are referred 
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to appropriate rehabilitation services if ongoing needs 
are identified. At 2-3 months following hospital dis- 
charge, a review and functional reassessment of the 
patient should be undertaken to determine the extent of 
recovery and additional rehabilitation input should be 
provided in the event of a slower-than-anticipated recov- 
ery or identification of new physical and/ or psychological 
morbidity. 8 

Despite the intentions, widespread clinical implemen- 
tation of these guidelines has been challenged by the 
limited evidence underpinning the recommendations, 
as well as sparse detail provided to characterise the 
optimum type, intensity, frequency and duration of 
exercise therapy and rehabilitation interventions. 9 
Furthermore, critical care survivors experience inad- 
equate and disjointed multidisciplinary care following 
hospital discharge with inconsistent service provision, 
which can be strongly influenced by local resources and 
geographical location. 10 

Failure to implement national guidelines or respond 
to published evidence is not uncommon. Disparity 
between the prevalence of conditions such as chronic 
cardiorespiratory disease, diabetes mellitus and 
sleep-related disorders, and availability of recommended 
services for their management is evident across the 

UK 11-13 p reyious 

surveys relating to provision of critical 
care rehabilitation have focused on ICU follow-up 14 or 
physiotherapy practice within the ICU. 15-17 Two recent 
surveys reported on NICE CG83, but these were limited 
in content and detail. 18 19 The aim of the current study 
was to comprehensively determine, across the UK, imple- 
mentation of NICE CG83 during the posthospital dis- 
charge period with detailed characterisation of available 
follow-up and rehabilitation services, and including 
establishing barriers to service provision. 

METHODS 

Details for all adult ICUs across the UK (England, 
Scotland, Wales and Northern Ireland) were obtained 
via two central registries, the Intensive Care National 
Audit and Research Centre (ICNARC) and the Scottish 
Intensive Care Society Audit Group (SICSAG). A total of 
240 organisations were identified (85 university teaching 
(UT) hospitals and 155 district general (DG) hospitals). 
Specialist-only and private ICUs were excluded from the 
survey. 

The authors designed a predominantly closed- 
question survey (see online supplementary file 1) to 
evaluate clinical practice regarding follow-up and 
rehabilitation services for survivors of critical illness post- 
hospital discharge. Demographic details were requested 
regarding number, type and bed capacity of critical care 
areas at each organisation. In addition, detail of service 
provision including follow-up, content, delivery and 
evaluation of rehabilitation programmes was requested, 
and barriers to offering services were sought if none 
were currently in operation. The majority of questions 



allowed respondents to select from multiple options with 
space available for free-text comments throughout. 
These options were not ranked, nor were respondents 
asked to mark their response in terms of perceived 
importance or grading, with the exception of asking 
respondents to detail the main limiting barrier to 
service availability. The survey was piloted by three 
senior physiotherapy clinicians and clinical-academics 
(ICU clinical experience ranging from 7 to 14 years) at 
two tertiary referral UT hospitals in London, UK. 
Constructive critique of survey design, content, structure, 
user acceptability and time for completion was 
requested, following which further refinement was 
undertaken. 

In March 2013, the survey and a covering letter of invi- 
tation to participate were distributed by post to the 
senior physiotherapist for critical care at each of the 
organisations with an included ICU. Stamped, self- 
addressed envelopes (SAEs) were enclosed for return of 
completed surveys. Surveys were coded to identify 
responses. Throughout the period of survey distribution 
a variety of strategies were employed to assist with survey 
promotion and enhance rates of completion and return. 
Six weeks following initial survey distribution, a 
reminder letter was sent by post to non-responders with 
a second copy of the survey and further SAEs. A further 
6 weeks later, telephone calls were made to remaining 
non-responders. Direct contact was attempted with the 
senior critical care physiotherapists to determine their 
willingness to participate, and were offered the choice of 
telephone or email completion of the survey. 
Respondents were also contacted via email or telephone 
if there were missing data. 

Data handling 

In line with guidance produced by the UK National 
Research Ethics Service (available at http://www.nres. 
nhs.uk/) the project was deemed an evaluation of 
service provision, and therefore ethical approval was not 
required. Completion and return of the survey was con- 
sidered indicative of willingness to participate in the 
survey and implied consent. All data were stored in 
standard spreadsheets, transcribed from hard copies of 
returned surveys. Owing to the nature of the study and 
data collected, descriptive statistics were used to analyse 
quantitative responses including number, percentage 
and 95% CIs where appropriate, and additional qualita- 
tive review of free-text comments made. A response rate 
of 65% rate was considered a priori to provide a repre- 
sentative sample. 

RESULTS 

Responding institutions 

One hundred and eighty-two of the 240 distributed 
surveys were returned, indicating an overall response rate 
of 75.8% (95% CI 70.4% to 81.2%; figure 1). Specifically, 
nearly three quarters of all surveys distributed to UT and 
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Round 1 

Postal surveys administered 
n=240 



Promotional activities 

) iCSP posting 

i) ACPRC membership email 

ii) ACPRC conference advert 
and distribution 

iv) Dissemination via local 
clinical and research 
networks 



Returned, n=94 
Round 2 

Postal surveys administered 
n=146 



Returned, n=55 

Round 3 

Telephone contact 
attempted 
n=91 

Successful telephone 
contact; electronic survey 
sent/verbal prompt for 
return of postal survey 
n=46 









Returned, n=33 





Promotional activities 

i) Updated iCSP posting 

ii) ACPRC newsletter advert 



Total number of surveys responses 
n=182 



Figure 1 Flowchart of survey distribution stages, response rates and promotional activities. ACPRC, Association of Chartered 
Physiotherapists in Respiratory Care; iCSP, interactive Chartered Society of Physiotherapy. 



DG hospitals were returned (66/85, 75% and 115/155, 
74.2%, respectively) indicating that the groups of respon- 
dents were a representative sample of the original cohort 
of organisations. One survey was returned blank with the 
respondent indicating that they lacked sufficient time for 
completion. Demographic data for the hospitals surveyed 
are reported in table 1. The majority were DG hospitals 
with ICUs and high dependency units managing mixed 
general medical and surgical patient casemixes. A large 
number of responses reported 'combination' units 
accepting level 3 and 2 patients (table 2). 

Five respondents reported that available rehabilitation 
programmes at their organisations were the direct result 



of active research studies (see online supplementary 
figure El, file 2). These responses were excluded as the 
aim of the survey was to characterise current clinical 
practice rather than research activity. These five respon- 
dents completed the survey section detailing barriers to 
offering a clinical service had the research study not 
been implemented. 

Posthospital discharge follow-up clinical services 

Forty-eight organisations (27.3%, 95% CI (20.7% to 
33.9%)) reported availability of follow-up for postcritical 
illness patients at 2-3 months following hospital discharge 
(see online supplementary figure El, file 2 and 3). 
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Table 1 Demographics of respondent organisations 


Characteristic 


N (%) 


Response rate according to the UK country 




England 


■i AC /"7C -i \ 
1 40 {/ O.l ) 


Scotland 


20 (87.0) 


Wales 


a o /on r\\ 

12 (80.0) 


Northern Ireland 


5 (55. b) 


Type of hospital 




University teaching 


66 (36.5) 


District general 


115 (63.5) 


Total number of critical care units* 




Level 3 (IOU) 


112 


Level 2 (HDU) 


170 


Combination levels 3 and 2 units 


98 


Total number of critical care beds* 




Level 3 (ICU) 


1007 


Level 2 (HDU) 


1090 


Combination levels 3 and 2 units 


1354 


Frequency of reported types of patients admitted to critical 


care unit*t 




General 


230 


Surgical 


52 


Medical 


38 


Cardiac/cardiology/cardiothoracic 


35 


Neurological 


22 


Respiratory 


17 


Trauma 


14 


Renal 


5 


Burns 


4 


Liver 


4 


ENT 


3 


Other* 


10 


n=181 responses (except for response rate according to country, 


n=192 responses). Critical care units and bed numbers refer to 


the total number within respondent organisations overall, for 


example, one organisation may have multiple critical care areas. 


*n=2 non-responses. 




fData presented indicate frequency of reported occurrence of 


type. Multiple responses could be given. 




pother, for example, haematology, infectious disease, 


maxillofacial, vascular. 




ENT, ear, nose, throat; HDU, high dependency unit; ICU, intensive 


care unit. 





Thirty-two (66.7%) of these were from DG hospitals and 
16 (33.3%) from UT hospitals. Forty-five organisations 
offering follow-up were located in England, two in 
Scotland, one in Northern Ireland and none in Wales. 
Two respondents did not provide details of follow-up 
provision. Of the remaining responses (n=46), ICU 
follow-up clinics were the most frequently reported form 
of follow-up (n=39, 84.8%) (table 3). Eleven respon- 
dents reported more than one form of follow-up was in 
place. 

Forty-three (89.6%) respondents reported that phy- 
siotherapists were part of the multidisciplinary team 
(MDT) involved in follow-up of postcritical illness 
patients. However, just under one-third of these, n=13 
(30.2%), reported that this was on an ad hoc referral 
basis only. Other MDT members involved in follow-up 
are detailed in table 3. In five cases access to critical care 



Table 2 Classifications of level of clinical care provided to 
patients 

Level Classification 

0 Patients whose needs can be met through normal 
ward care in an acute hospital 

1 Patients at risk of their condition deteriorating, or 
those recently located from higher levels of care, 
whose needs can be met on an acute ward with 
additional advice and support from the critical care 
team 

2 Patients requiring more detailed observation or 
intervention including support for a single failing 
organ system or postoperative care and those 
'stepping down' from higher levels of care 

3 Patients requiring advanced respiratory support 
alone or basic respiratory support together with 
support of at least two organ systems. This level 
includes all complex patients requiring support for 

multiorgan failure 

From Comprehensive Critical Care, DH, 2000. 20 



doctors, occupational therapists, psychologists or dieti- 
cians was also reported to be on a referral basis only. 
Critical care nurses were the most consistently featured 
MDT members and occupational therapists and dieti- 
cians were rarely involved in follow-up. The scale of 
MDT involvement ranged from one member (10.4%) to 
five members (2%), with three being the most common 
(43.8%). No other healthcare professionals, other than 
those listed, were documented to be part of the MDT. 

Nearly half of those with follow-up services included a 
functional reassessment for comparison with assessment 
conducted at the time of hospital discharge (n=20, 
42.6%). Table 3 details other aspects of follow-up assess- 
ments; health-related quality of life (n=40, 83.3%) and 
psychological status (n=39, 81.3%) were the most fre- 
quently reported items. Exercise capacity and 
nursing-related issues were included in approximately 
half of the cases. 

Availability of posthospital discharge rehabilitation 
programmes 

Twelve organisations reported a rehabilitation pro- 
gramme was available following hospital discharge for 
postcritical illness patients (6.8%, 95% CI (3.1% to 
10.5%); see online supplementary figure El, file 2). Two 
reported that their programme was only available on an 
ad hoc basis. Of the remaining 10 programmes imple- 
mented on a regular basis, 4 (40%) were conducted at 
UT hospitals and 6 (60%) at DG hospitals), and all 
based at organisations in England. All had also reported 
offering a follow-up service, with eight of these in the 
form of an ICU follow-up clinic. 

Senior ICU physiotherapists led all available rehabilita- 
tion programmes, with the exception of one led by a 
rehabilitation physiotherapist. The majority (n=9) were 
hospital-based outpatient programmes, specific for 
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Table 3 Follow-up services for critical care survivors 
posthospital discharge 


N (%) 


Form of follow-up 




ICU follow-up clinic 


39 (84.8) 


Rehabilitation class 


10 (21.7) 


Other 


6 (13.0) 


Did not specify 


2 (4.3) 


Postal survey 


1 (2.2) 


Telephone call 


1 (2.2) 


Medical outpatient appointment 


0(0) 


Multidisciplinary team member 




Physiotherapist 


43 (89.6) 


Critical care nurse 


42 (87.5) 


Critical care doctor 


31 (64.6) 


Psychologist 


10 (20.8) 


Dietician 


2 (4.2) 


Occupational therapist 


2 (4.2) 


Content of follow-up 




HRQL 


40 (83.3) 


Psychological status 


39 (81.3) 


Medical status 


34 (70.8) 


Nursing-related issues 


29 (60.4) 


Exercise capacity 


28 (58.3) 


Diet/nutrition 


24 (50.0) 


Other 


9 (18.8) 


For follow-up, n=frequency of reported occurrence out of 46 
responses. Multiple forms of follow-up could be indicated. Other 
included informal coffee morning, patient support group, 
physiotherapy outreach, ad hoc appointments with ICU nursing 
staff. For multidisciplinary team members, n=frequency of reported 
occurrence out of 48 responses. Multiple team members could be 
listed. For follow-up content, n=frequency of reported occurrence 
out of 48 responses. Multiple content could be listed. Other 
included 'problem-based' or 'patient-dependent' discussion. 
HRQL, health-related quality of life; ICU, intensive care unit. 



postcritical illness patients. Exercise was a component of 
all programmes including cardiovascular, muscle 
strength, balance and functional activities. Exercise pre- 
scription was usually based on clinician judgement, and 



on occasion using results of physical assessment of 
walking capacity or function. Clinical and physiological 
parameters were used to monitor exercise intensity 
during sessions. Less than half of all programmes (n=4) 
included education sessions. Measures used to evaluate 
effectiveness of these rehabilitation programmes varied 
greatly with exercise capacity and health-related quality 
of life most commonly reported. 

Further detail on the leadership, format and structure, 
content and monitoring and evaluation of available post- 
hospital discharge rehabilitation programmes can be 
found in online supplementary file 2. 

Barriers to delivery of posthospital discharge 
rehabilitation programmes 

Respondents were requested to report the barriers to 
delivery of posthospital discharge rehabilitation pro- 
grammes from a non-hierarchical list including clinical, 
pragmatic, managerial and administrative options. From 
the reasons selected, respondents were also requested to 
confirm the main reason. From a potential 171 
responses, there were 7 non-responses to both parts of 
this question (n=164), and a further 8 non-responses to 
specifying the main barrier (n=156). Ninety-one per 
cent (n=149) of respondents reported lack of funding as 
one barrier to offering a posthospital discharge rehabili- 
tation programme and 75% reported lack of staff 
(table 4). Only 2.4% of respondents reported lack of evi- 
dence and less than 1% of respondents reported time 
constraints as barriers to implementing a posthospital 
discharge rehabilitation programme. Six per cent (10/ 
164) of respondents reported only one barrier, 20% 
(33/164) reported two barriers and 73% (120/164) 
reported greater than two barriers. 

Alternative rehabilitation programmes 

In total, 57.3% (98/171) of respondents reported that 
in the absence of a specific posthospital discharge 
rehabilitation programme for survivors of critical illness 



Table 4 Barriers to posthospital discharge rehabilitation programmes for survivors of critical illness 


Barrier 


Frequency reported 
overall, n (%) 


Frequency reported 
as main barrier, n (%) 


Lack of funding 


149 (90.9) 


99 (63.5) 


Lack of sufficient staff 


128 (78.0) 


17 (10.9) 


Resources prioritised to other patient groups/clinical areas 


71 (43.3) 




Not considered required service at managerial level 


66 (40.2) 


22 (14.1) 


Lack of available space 


50 (30.5) 




Insufficient patient numbers to justify 


35 (21.3) 




Extracontractual (out-of-area) patient caseload 


15 (9.1) 




Lack of trained staff 


13 (7.9) 




No evidence 


4 (2.4) 




Not sure what to include in a programme 


2(1.2) 




Other (time constraints) 


1 (0.6) 




For frequency of reported barriers overall, n=164 responses. For frequency of reporting as main barrier, n=156 responses. (n=182 responses, 
excluding one blank response, 10 non-applicable responses relating to rehabilitation programmes in regular operation, seven non-responses 
to both parts of this question, and a further 8 non-responses to specifying the main barrier). 



Connolly B, Douiri A, Steier J, etal. BMJ Open 2014;4:e004963. doi:1 0.1 1 36/bmjopen-201 4-004963 



5 



Open Access 



at their organisation, patients were referred to alterna- 
tive rehabilitation streams, including pulmonary rehabili- 
tation (PR; 62/98, 63.3%) and cardiac rehabilitation 
(38/98, 38.8%; eg, those patients postcardiac surgery 
and postmyocardial infarction) and various community- 
based services (59/98; 60.2%). Free-text comments from 
respondents regarding barriers to offering rehabilitation 
programmes and the use of alternative rehabilitation 
streams for ICU survivors following hospital discharge 
can be found in the online supplementary data (E3). 

DISCUSSION 

These data from the first comprehensive UK survey high- 
light the limited implementation of NICE CG83 and 
poor delivery across the UK of posthospital rehabilitation 
services for survivors of critical illness. Indeed, of the 182 
surveys returned, less than one-third of all institutions sur- 
veyed provided any form of follow-up for these patients. 
Of major clinical concern is that only 5% of respondents 
reported the provision of a regular rehabilitation pro- 
gramme for critical illness survivors, a major focus of 
CG83. Lack of funding was the most frequently reported 
and main barrier to service availability. Furthermore, lack 
of managerial support for this type of service and priori- 
tisation of resource allocation to other clinical areas were 
reported as barriers by over 40% of the respondents. 
These data indicate that inadequate clinical infrastruc- 
ture exists for hospitals and community teams to success- 
fully adhere to NICE CG83. The limited impact of NICE 
guidance on clinical practice is not unique to critical care 
rehabilitation and is, rather disappointingly, a theme 
observed in other areas of healthcare that have been 
subject to the development of NICE guidelines. 

Implementation of NICE CG83 across the UK 

The lack of implementation of NICE CG83 evident from 
these data could have reflected poor motivation on the 
part of clinicians to actively engage in the delivery of 
recommendations. However, the key barriers to service 
delivery were reported as lack of funding, limited 
resources and infrastructure with reduced priority at 
managerial level. In the modern National Health 
Service (NHS), such obstacles to the application of 
NICE CG83 are at either a clinical commissioning or 
clinical operational level, or both, rather than at the 
level of the clinicians. Interestingly, the paucity of data 
to support the effectiveness of post-ICU rehabilitation 
was not perceived as a barrier by the vast majority of 
clinicians, and highlights the complexities in the man- 
agement and clinical delivery of a critical care rehabilita- 
tion service. A conflict between clinicians, managers and 
commissioners has developed as the lack of high-level 
clinical evidence supporting NICE CG83 provides a 
major challenge to the funding of a critical care survivor 
rehabilitation service by managers and commissioners. 
Of note, the survey identified five respondents who 
reported availability of posthospital discharge 



rehabilitation services as part of existing research 
studies, 21-23 examining the effect of various exercise- 
based interventions delivered in outpatient settings to 
postcritical illness patients following hospital discharge. 
At present, only abstract data are available from one of 
these studies, that demonstrate a significant improve- 
ment in exercise capacity and balance as a result of the 
intervention. 24 Further data from this, and other similar 
studies, will assist in establishing the evidence base for 
postcritical illness rehabilitation. 

Alternatives to posthospital discharge rehabilitation 
programmes 

Rehabilitation for survivors of critical illness is a complex 
intervention 25 that requires further translational work 
and clinical trials to provide the evidence. 26-28 Until 
these data are available, the unmet clinical need will 
remain evident and unaddressed. Referral to established 
rehabilitation programmes, such as cardiac and PR, 
offers one potential resolution with over 50% of respon- 
dents reporting the use of other rehabilitation pro- 
grammes for the critical care survivors, and this may 
further be influenced by the designated specialty of the 
ward destination of patients following ICU discharge. 
Indeed the up-to-date guidelines for PR 29 advocate indi- 
vidualised patient management and these interventions 
could be easily adapted for patients recovering from crit- 
ical illness, although additional referrals place an 
increased burden on these services. However, while valu- 
able resources, these programmes are disease specific 
and may not fully address the range of impairments 
demonstrated by survivors of critical illness as part of 
'postin tensive care syndrome'. 5 

The clinical usefulness of post-ICU clinics 

Post-ICU clinics provided the majority of available 
follow-up services in the current survey. Profiled in the 
late 1990s and early 2000s following updating of the 
NHS agenda for critical care, 20 30 these clinics have 
been reported by patients to play a valuable contribution 
to their physical, emotional and psychological recovery. 31 
However, trial data have failed to demonstrate clinical 
effectiveness or cost benefit. 32 An alternative approach 
to the conduct and purpose of post-ICU clinics would 
be to robustly monitor over time the trajectory of recov- 
ery of ICU survivors with onward referral to specific spe- 
cialty care where identified as required. Wide variability 
in responses regarding posthospital discharge rehabilita- 
tion programmes for ICU survivors severely limits any 
consensus on the optimum approach for these services. 
The marked heterogeneity of the patient population 
makes it increasingly likely that a bespoke, individualised 
approach, akin to the approach of personalised medi- 
cine may be more appropriate. 

Barriers to implementation of national guidelines 

The implementation of, and adherence to, a clinical 
guideline can be inconsistent. 33 34 The limited detail in 
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terms of the rehabilitation programme in the guideline 
per se as well as local conditions such as staff infrastruc- 
ture, organisation and resource were the main source of 
restriction in the implementation of NICE CG83 in the 
current survey. 35 This is the first survey to investigate 
reasons behind failure to implement such a national 
guideline and offer significant insight into the require- 
ments necessary for successful clinical application of 
recommendations designed to enhance patient care. 
While the goals of NICE CG83 were important and 
raised the profile of this area of clinical practice the 
influence will be short lived without further investment 
in support systems at operational and staffing levels. 
Disappointingly, this scenario appears to be mirrored in 
other common clinical conditions. Although evidence 
supports the use of early PR following acute exacerba- 
tion of chronic obstructive pulmonary disease 
(AECOPD) to enhance exercise capacity, health status 
and reduce hospital re-admissions, 29 36-38 recent data 
suggest that only one-third of eligible patients are 
referred to early PR programmes and less than 10% of 
all hospital discharges for AECOPD complete early post- 
hospitalisation PR. 12 This implementation failure is also 
observed following the NICE guidance on the manage- 
ment of obstructive sleep apnoea 39 with a recent 
national mapping exercise highlighting a significant mis- 
match between predictive healthcare requirements, 
based on prevalence of known associated risk factors, 
and delivery of related services. 13 Furthermore, the 2012 
NHS Atlas of Variation in Healthcare for People with 
Diabetes 11 revealed substantial numbers of patients were 
not in receipt of the basic clinical standards of care. The 
barriers to the implementation of these guidelines are 
specific to each clinical area, but there are generic bar- 
riers, such as lack of adequate funding and resource, 
that need to be considered carefully. However, it must 
be highlighted that robust clinical trial and other data 
are required to support a guideline if it is to be commis- 
sioned within the NHS and delivering a guideline pre- 
maturely will lead to implementation failure, despite 
major enthusiasm by clinicians. 

Critique of the method 

A major strength of this survey is the employment of a 
variety of strategies to optimise completion, resulting in 
a 76% response rate. Nonetheless, survey non-response 
is a challenge to the robustness of the current findings, 
introducing bias through the potential for non- 
responders to differ significantly from responders. 40 41 
Despite this, one must consider this as a most satisfactory 
return indicating external validity. 41 42 Furthermore, the 
sample of respondents was representative of the original 
cohort. High response rate may represent the clinical 
concern of the respondents in terms of poor implemen- 
tation of NICE CG83, in particular, as the core standards 
for care of the critically ill patient have been recently 
published highlighting rehabilitation as an important 
core clinical care standard. 43 



Postal questionnaires can be preferable for conducting 
surveys of large populations over a wide geographical 
range, offering a cost-efficient as well as time-efficient 
format with often improved response rates in comparison 
to alternative routes such as telephone interview or 
email 44 Furthermore, an email or internet-based platform 
would have been restricted in the current study due to 
lack of available electronic contact details for named crit- 
ical care physiotherapy clinicians, and where postal distri- 
bution offered a more standardised approach for 
monitoring and identifying respondents. Nonetheless, we 
acknowledge that in the current technology climate, many 
respondents may have preferred this option for survey par- 
ticipation. We utilised email and telephone contact at later 
stages of survey distribution as more feasible and less cost 
prohibitive means to target previous non-responders with 
good effect. Despite encountering some difficulty with 
locating designated senior clinicians, 45 this resulted in a 
relatively high conversion rate of 36% of non-responders. 
However, we recognise that it was not possible to control 
who was responsible for actual completion of the postal 
surveys returned, and that this may have been by more 
junior staff depending on local staffing arrangements, per- 
ceived importance and time constraints of senior clini- 
cians. However, we also specified in the accompanying 
cover letter that respondents be in a position to comment 
on the content of the survey, and therefore this may have 
been appropriate for different personnel. 

The current survey took advantage of a range of design 
and formatting strategies to enhance completion, add- 
itionally including a personalised cover letter and 
stamped addressed envelopes. 41 42 46 Survey review was 
undertaken during piloting with three senior physiother- 
apy clinical academics, and we aimed to minimise add- 
itional burden to potential respondents by not utilising a 
larger sample at this stage. Furthermore, we adopted an 
approach to survey distribution in keeping with that pre- 
viously suggested to minimise non-response. 47 However, 
the current survey lacked sufficient demographic or 
other data regarding non-responders to attempt compari- 
son between the two groups, 40 41 although 95% CIs are 
narrow supporting the respondents as representative 
sample of the whole respondent population. 

We identified ICUs for inclusion based on data pro- 
vided by two national registries (ICNARC and SICSAG) . 
While specialist-only and private institutions were 
excluded, assuming that rehabilitation services offered 
to these patient cohorts may be influenced by 
disease-specific or institutional status-related factors, we 
acknowledge that future survey data acquired from these 
organisations may add further benefit to characterising 
service provision. We adopted a more rigorous approach 
to data acquisition than previous similar surveys that were 
country-specific 18 or excluded key regions, 19 although 
these authors examined NICE CG83 implementation 
across the patient pathway and results observed at 
the posthospital discharge stage mirrored those of the 
current study. 
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The current study focused on posthospital discharge 
management as it is at this stage that patients may be 
more likely to experience insufficient input for reasons 
such as lack of available services, repatriation to other 
geographical regions or follow-up under non-ICU 
teams. 48 In contrast to previous surveys, we examined 
barriers to service availability in detail to gain further 
insight regarding this. Furthermore, rehabilitation for 
ICU survivors following hospital discharge has been the 
focus of recent research interest with randomised con- 
trolled trial data now available. 49 The current survey 
could be critiqued for being discipline specific. 
However, it was considered that senior critical care 
physiotherapy clinicians would be well informed as key 
members of the multidisciplinary team involved in man- 
agement of ICU survivors, to comment on follow-up and 
rehabilitation service provision at their institutions. 

CONCLUSION 

These data from this first comprehensive UK survey of 
posthospital discharge rehabilitation programmes for 
critical illness survivors have demonstrated a low- 
reported prevalence and, more importantly, this survey 
has showed a failure to implement NICE CG83. Lack of 
clinical prioritisation and funding was reported by the 
clinicians as the major cause for the failure to imple- 
ment the guideline, but the paucity of evidence that sup- 
ported the guideline must be regarded as a major 
contributor to the limited engagement between clini- 
cians, managers and commissioners to deliver NICE 
CG83. Without clinical and cost-effectiveness evidence 
for such a programme, it would be a significant chal- 
lenge to commission such a service in an NHS that is 
driven to commission clinical and specialist services with 
an established evidence base. The focus of the clinicians 
must be to ensure that clinical guidelines have a robust 
and strong evidence base to maximise their implementa- 
tion and this will result in an enhancement in patient 
care that will be clinical and cost effective. 
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